Introduction
Pulmonary function studies have been carried out on various populations to establish reference values and formulae from which normal values can be predicted according to age, sex, and standing height. These reference or normal values of respiratory function, which have been shown to depend on the ethnic and racial origin of the population, are used to identify abnormal values and hence the nature and the degree of functional abnormality.
The aim ofthis study was to present reference values of forced expiratory indices for Libyan children as these have not been described previously.
Methods
We selected non-smoking, healthy Libyan schoolchildren from various schools at Benghazi on the Mediterranean coast. We excluded children with a history of respiratory disease and rejected 55 children because they were unable to perform spirometric tests adequately. All the children were of the same ethnic origin and there was little variation in socioeconomic conditions in the population studied.
Forced The Libyan children in our study had FVC and FEV, values about 20% lower than the values predicted from the regression equations derived from Jordanian children. This may be due to the effect of altitude since the Jordanian children were from Amman (774 metres above sea level) and the Libyan children were living at sea level. The rate of increase in FVC with height in adolescent Libyan boys was almost the same as that found in adolescent American boys studied by Dickman (90 ml/cm standing height)4 yet the rate in adolescent Libyan girls (45 ml/cm) was less than that found in adolescent American girls (58 6 ml/cm). Weight played a smaller part in determining lung function than in the Jordanian study,5 most of the variation in our data being explicable by age, sex and height. Adding body mass index (weight divided by height squared) instead of weight to our multiple regression equation made no difference to the coefficient of determination. Some studies57 have used logarithmic transformations of some of the explanatory variables (height, age) but this did not improve the fit in our study. We did not record the pubertal status ofthe children so our results are useful for cross sectional rather than longitudinal comparisons. More detailed account of age, particularly during adolescence, would have to be taken to make longitudinal predictions.
There were few girls over 170 cm in height and few of either sex less than 1 10 cm, so the percentile graphs in these ranges (figs I and 2) can not be regarded as reliable.
Shamssain, Thompson, Ogston Our results provide a source of standard values for forced expiratory indices for Libyan children. We have no reason to believe that Benghazi children differ from Libyan children in other parts of the country. Studies in other areas would, however, be useful to show whether they are representative of Libyan schoolchildren generally.
